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Beginning a Family and
Adopting a Healthy Lifestyle:
A Review of the Global Evidence

Corrina Moucheraud and Rifat Hasan

This policy brief presents program and policy
approaches that have been implemented in
different contexts to address two transitions—
beginning a family and adopting a healthy
lifestyle—that have long-term impacts on
human development and thus on poverty
alleviation and economic development. It also
presents programmatic lessons and offers
recommendations based on the global
evidence.

Beginning a Family
Various factors can affect the decision to
begin a family either directly or indirectly. In
the fertility literature, these factors are called
proximate and distal determinants
(Bongaarts 1978). Proximate determinants of
fertility include marriage and sexual activity,
contraceptive use, and postpartum infecund-
ability (the result primarily of breastfeeding
and postpartum abstinence), and distal
factors include child mortality, mother’s
education, household wealth, urbanization,
and religion. This section presents program
and policy approaches that have been
implemented in different contexts and shown
to have an impact on two strong proximate
determinants (family planning and age at
marriage) and two key distal determinants
(child health and mother’s education) of
fertility.

Programs and policies that increase
the use of family planning can do so
through several approaches that improve

access to and generate demand for contra-
ception by overcoming supply- and/or
demand-side barriers. These interventions
have been found to be effective in increasing
knowledge of family planning, increasing
demand for birth spacing, decreasing desired
family size, delaying childbirth, increasing
use of modern contraception, and in some
cases, reducing fertility. Increasing access to
and generating demand for family planning
also contribute to healthy sexual and
reproductive lives of adolescents and better
maternal and child health.

Community-based distribution of
contraceptive supplies has been one of
the most successful ways to increase
uptake of family planning. Community
nmembers are particularly effective at
distributing contraceptive supplies and
information to households. When a
community-based distribution program
was launched in the Matlab program

in Bangladesh, there was not only an
increase in the uptake of family planning
but also improvements in maternal
health, women’s nutritional status, and
pregnancy-related death and disability
risks (Gribble and Voss 2009; Koenig and
Keenan 2009).

Improving quality of family planning
service provision (including improved
training of health workers and quality of
counseling for patients) have also been
effective in Nigeria (Farooq and Adeokun



1976) and Uganda (Ketende, Gupta, and
Bessinger 2003). Some programs have
targeted high-risk groups, including
adolescents in Zambia (Mmari and
Magnani 2003), postpartum women in
Nepal (Bolam et al. 1998), and recent
mothers in Mali (Population Services
International 2012). A potentially effective
way to reach adolescents is to ensure
that services are youth-friendly—for
exanple, training that teaches providers
to be nonjudgmental and friendly,
communications targeted to adolescents,
and supportive community activities
(Chandra-Mouli, Lane, and Wong 2015).
Programs that lower the financial
burden of contraception for adolescents
have been effective, including vouchers for
free care in Nicaragua (Meuwissen, Gorter,
and Knottnerus 2006) and program-based
education and free contraceptive supplies
in Ethiopia (Edmeades, Hayes, and Gaynair
2014; Erulkar and Muthengi 2009).

Social and behavior change
communication can increase demand for
family planning. Examples of strategies
include large-scale media campaigns

in Ethiopia (Farr et al. 2005), The

Gambia (Valente et al. 1994), Tangania
(Rogers et al. 1999), and, specifically for
youth, Cameroon (Plautg and Meekers
2007); community initiatives, which

can include peer educators, community
discussions, workshops for families,

and involvement by local organigations
including nongovernmental organigations
and religious groups (Diop et al. 2004), in
Zambia (Agha and Van Rossem 2004);
and promotion of intra-household dialogue
in Ethiopia (Terefe and Larson 1993) and

Vietnam (Ha, Jayasuriya, and Owen 2005).

The most effective programs have
combined supply- and demand-based
strategies, either through comprehensive
programs and interventions or through
national family planning programs. Efforts
that have increased both access to and
demand for contraception have performed
better than programs that have focused
on only one or the other (Debpuur et al.
2002; Gribble and Voss 2009; Koenig et

al. 1987; Molyneaux and Gertler 2000; Pitt,

Rosengweig, and Gibbons 1993; Warwick
1986)—for example, in Bangladesh, Ghana
(box 1), and Indonesia. Countries that have
launched comprehensive national family
planning programs with local distribution
of contraceptives plus social and behavior

change campaigns, such as Bangladesh,
the Islamic Republic of Iran, and Kenya,
have seen steeper declines in fertility than
their comparable neighbors (Bongaarts

et al. 2012). Such comprehensive
approaches require budgetary resources
and political commitment, but they have
had significant effects on contraceptive
use as well as on overall fertility rates.

Programs to delay marriage tackle
complex normative and economic issues,
usually by implementing multisectoral
initiatives, including education and health,
that involve families and community mem-
bers. Impact has been seen in changing the
awareness, attitudes, and practice of early
marriage in Ethiopia (box 2), Burkina Faso
(Engebretsen and Kabore 2011), and the
Republic of Yermen (Freij 2008). These programs
have taken a comprehensive community-based
approach with the following elements:

Pairing individual- and community-level
interventions

Strengthening social support systems (via
mentoring or peer groups)

Targeting both education and health
Engaging families (formally or informally)
and community and religious leaders.

Zambia's Adolescent Girls Empowerment
Program includes group meetings with peer
educators, health care vouchers, and girl-
friendly savings accounts (results are not yet
available).

There is little evidence about the impact of
laws that seek to delay age at marriage
(Cammack, Young, and Heaton 1996;
Malhotra et al. 2011). This may be due to
insufficient implementation and accountabil-
ity mechanisms, lack of awareness of the
legal framework, and slow-moving social
norms and expectations.

Programs that improve infant and child
health can also affect childbearing behav-
iors through knowledge and use of family
planning (especially delaying and spacing
births) as well as through desired and
realized family size. These interventions
have delivered vaccines, vitamin A, education
about infant feeding, nutritional support, and
treatment for respiratory infections and
diarrhea. The following approaches have been
taken to improving child health:

Targeting postpartum women and peer
groups for education about infant health
care (Prost et al. 2013; Perry et al. 2015)



Box 1. Combining Supply- and Demand-Side Interventions to Increase Knowledge of Family
Planning and Decrease Fertility in Ghana

The Navrongo Community Health and Family Planning Project in Ghana conducted an evaluation in which
some communities received visits from a nurse, others received services from community volunteers
(chosen by the community and trained by project staff), some received both of these supply- and demand-
side components, and for others nothing changed. The project provided basic health care services, including
some medicines and family planning supplies, as well as information about reproductive health and outreach
to men.

The combined package resulted in the biggest increases in contraceptive use and the largest overall fertility
effects (Debpuur et al. 2002), with 40 percent higher odds of having knowledge of modern family planning
methods and a 15 percent greater decline in the number of births than in control communities. This decline
represents a full 1 birth difference between those receiving the combined package and those in control
communities.

Ghana's Community-Based Efforts Show Fertility Decline

(n= 9,000 married women)
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Integrating service delivery across the face a lower risk of child mortality, and
reproductive, maternal, newborn, and have greater self-efficacy for use of
child health continuum, as in the Matlab contraceptive methods.
program in Bangladesh (Gribble and Voss Different approaches to increase school
2009; Koenig and Keenan 2009) attendance and attainment at both the
Including child health and nutrition primary and secondary level as well as to
conditions for cash transfers, as in build sKills for literacy and numeracy have

PROGRESA (Behrman and Hoddinott 2005)  been implemented globally. The impact on

and Oportunidades (Gertler 2000) in Mexico  educational outcomes, age at marriage or

and a recent program in Burkina Faso sexual debut, and childbearing attitudes

(Akresh, De Walque, and Kagianga 2013). (ideal family size) and behaviors (number of

children borne) have been measured and

Girls’ education has a strong effect on  established. Approaches have included policy
fertility and family formation, as seen changes regarding primary schooling require-
across countries and time. Women who nments, offsets of the cost of primary school
are more highly educated are likely to marry  education, financial incentives for secondary
and begin childbearing at older ages, face a  school attendance and achievement, and
greater opportunity cost in child rearing, skills building for out-of-school girls.



Box 2. Delaying Marriage Using a Comprehensive Community-Based Approach in Ethiopia

The Berhane Hewan program in Ethiopia incorporated both family planning and education alongside a
community-based program that provided mentoring for girls, signed compacts with families to delay their
daughters’ marriages, and conducted community discussions about child marriage. Early results suggest that
girls in the intervention group were 90 percent less likely to be married after the first two program years versus

girls in the control group (Erulkar and Muthengi 2009).

Ethiopias’ Berhane Hewan Program Decreased Early Marriage among Girls
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Adopting a Healthy Lifestyle

An individual’s behavior can have important
health impacts on the next generation via
antenatal and intrapartum behaviors and
human immunodeficiency virus (HIV) status.
This section presents evidence related to key
domains of healthy behaviors.

Younger women face higher risk of
obstetric complications and increased risk of
abortion and abortion complications.
Maternal mortality and morbidity are higher
among adolescent girls under the age of 20
than among women 20-24 (Greene and
Merrick 2015; Nove et al. 2014).

Improving maternal health care around
the time of childbirth can address the
so-called “three delays” in seeking care,
reaching the health facility, and receiving
quality care at the facility (Thaddeus and
Maine 1994). Targeting these delays could
disproportionately improve the maternal
health of adolescents in places where a
substantial proportion of births are to
adolescent mothers. To increase demand for
care, some programs offer vouchers or fee
exemptions for institutional childbirth.
However, a recent review found that such
financial incentives may increase rates of
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institutional delivery but do not have any
significant effect on maternal mortality
(Hatt et al. 2013), Another approach is to
target norms and knowledge—for example,
via birth preparedness (Soubeiga et al.
2014) or women'’s groups. Women's groups
have recently been linked to significant
reductions in both maternal and neonatal
mortality (Prost et al. 2013).

Programs may not have a substantial
impact on mortality unless quality of care is
also improved. Successfully improving
facility-based delivery requires efforts to
strengthen the health system:

Interventions that improve the quality

of care, as in India (Spector et al. 2012)
and in Senegal and Mali (Dumont et al.
2013)—for example, health worker training
and knowledge and use of checklists and
audits

Training for traditional birth attendants,
which may have a stronger effect on
neonatal mortality, as in Argentina,
Bangladesh, Bragil, the Democratic Republic
of Congo, The Gambia, Guatemala, India,
Indonesia, Mogambique, Pakistan, and
Zarmbia (Wilson et al. 2011).



Box 3. Reducing Risky Behavior in Zambia

A program in Zambia that used peer educators to facilitate discussion about sexual health, demonstrate skills,
and perform dramatic skits was associated with increased knowledge and approval of both abstinence and
condom use as well as decreased incidence of multiple regular partners in the short term (Agha and Van

Rossem 2004).

Nutritional status has important implica-
tions for the health of adolescent girls and
their children. Adolescent and women'’s
nutrition can be improved through nutrition
supplementation during pregnancy, fortifi-
cation of foods, cash transfer programs,
and community-based programs with local
implementation by health care workers or
community members (Bhutta et al. 2013).

As supported by the Copenhagen consen-
sus, fortification is one the most cost-effective
strategies for improving nutritional status, but
it is most effective when implemented within
a comprehensive nutrition strategy. There is
increasing evidence that large-scale nutrition
supplementation can be effective.

Reducing risky behavior during adoles-
cence is very important, not only for healthy
sexual and reproductive health in the short
term but also for human capital accumula-
tion and productivity in the longer term.

Comprehensive sexuality education
programs (Kirby, Laris, and Rolleri 2007),
including those focused on HIV and those
implemented in school settings (Paul-
Ebhohimhen, Poobalan, and Van Teijlingen
2008), may change sexual behavior,
including delayed sexual initiation, fewer
sexual partners, and increased use of
condoms. Evidence indicates little change,
however, in health outcomes (pregnancy or
rates of sexually transmitted infections).
Peer education programs, however,
have not been found to consistently
change sexual behavior (Medley et al.
2009). A meta-analysis of HIV prevention
strategies targeting youth in Sub-Saharan
Africa found that condom use increased,
but health outcomes did not change
(Michielsen et al. 2010); an exception to
this is a program in Zambia (box 3).

Other programs have used financial
incentives to reduce risky behaviors, but
results have also been mixed. In Malawi
and Tangania, projects offered monetary
payments to adolescents if they remained
free of HIV or sexually transmitted
infections, respectively. In Tangania,

this reduced the incidence of sexually

transmitted infections (De Walque et al.
2014), but in Malawi it had no effect on
HIV status (Rohler and Thornton 2012).

Conclusions

The global evidence indicates that interven-
tions focused on increasing access to and
demand for family planning, addressing
early marriage through multisectoral
approaches at the community level, com-
prehensively improving infant and child
health, improving girls’ education, improving
access to quality maternal health care,
addressing adolescent undernutrition, and
providing comprehensive sexuality educa-
tion and incentives to avoid risky behaviors
can have positive impacts on adolescents’
health behaviors and outcomes. These
interventions provide an enabling environ-
ment for adolescents and their communi-
ties to make informed decisions about
beginning a family and adopting a healthy
lifestyle. Because youth transitions are
influenced by many factors within and
outside the health sector, they must be
addressed using a multisectoral approach.
Improved adolescent transitions can help a
country to achieve the full demographic
transition and its accompanying economic
benefits, but requires strong political
commitment and considerable resources to
remove potential economic, logistic, or
social barriers.
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